Results
Two hundred and ninety eight patients with age ranging from 16-84 years were reviewed. 151 (50.7%) were males while 147 (49.3%) were females. Majority were within the age bracket of 20 and 70 years with only 10 (3.36%) patients below 20 years and 28 (9.4%) above 70 years of age [ Table 1 ]. The association between gingival index [5] and occupational class is depicted on table 2. The data on 6 patients were missing and so were not represented on the table. Sixty two patients fell into the occupational class I among whom 13 (21%), 47(75.8%) and 2(3.2%) patients had mild, moderate and severe gingivitis respectively. In occupational class II, there are 86 patients while Class III, IV and V have 10, 56 and 78 patients respectively. The proportions of patients with mild, moderate or severe gingivitis within each class are presented on table 2. There is no statistically significant difference across the occupational classes (P =0.30) Likewise, the association between plaque index 6 and occupational class is depicted on table 3. The data on 5 patients were missing and thus were not represented on the table. Sixty-three patients fell into the occupational class I of which 10 (15.9%), 48(76.2%) and 5(7.9%) patients had good, fair and poor oral hygiene respectively. In occupational class II, there are 86 patients while classes III, IV and V have 10, 55, and 79 patients respectively. The proportions of patients with good, fair or poor oral hygiene within each class are presented on table 3. There is no statistically significant difference across the occupational classes (P = 0.70).
Clinical level of oral hygiene is assessed by plaque and calculus accumulation and the correlation between bacterial plaque accumulation and severity of inflammatory periodontal diseases have been proven [2, 8] . In the pathogenesis of periodontitis, bacterial plaque is the most implicated aetiological factor while the clinical picture in individual patients are modified by certain local and systemic factors which contribute to the progression of the disease. In the present study we recorded the gingival index [5] and plaque index [6] of the subjects as a measure of progression and severity of periodontal disease.
Studies have shown significant difference in the severity of periodontal disease among people of different socio-economic status [3, 9, 10] . Individuals at the higher socioeconomic class are generally believed to have better periodontal health and this is in consonance with the general belief that people in upper socio-economic classes have healthier behavior and lifestyles than do people in lower classes [ 11] . This has been adduced to the better oral health awareness brought about by literacy level of the individuals. Our findings in the present study contradict this popular belief. This could have been due to the fact that majority of our patients attend the clinic for symptomatic treatment and only those considered to have poor oral hygiene are referred for scaling and polishing from the oral diagnosis clinic. We observed that a comparable proportion of patients in occupational class I (75.8%) and Class IV (85.7%) had moderate gingivitis. The proportions of patients having mild and severe gingivitis were also similar across all the occupational classes, no statistical significance was demonstrated when the plaque accumulation and clinical progression or severity of periodontitis was compared. This is a departure from common belief and it therefore requires further research. Does the assumption of positive correlation between periodontal disease and socioeconomic class really hold in our environment? Or is there a changing trend in the attitude to oral health among the higher socioeconomic class? There is no existing evidence based answer to these questions, hence more studies are required.
In our literature search we found only one previous study [2] on this subject conducted in this environment. The finding of this previous study was consistent with the general assumptions and therefore contradicted by the present study. These two individual studies may not be enough to answer the foregoing questions in this environment.
We live in a society where oral health awareness is generally poor and should not be assumed to correlate with general literacy. We believe that the retrospective design adopted for this study has eliminated some observer bias although the possibility of inaccurate recording and inter-examiners error is a reality. This is a shortcoming.
CONCLUSION
Until sufficiently proven, we wish to recommend that it should not be assumed that people of higher socioeconomic status have better periodontal health in this environment. It should also not be taken for granted that higher socio-economic status confers sufficient knowledge of oral health care on people. Rather, oral health education, in this environment, should equally be directed at everybody irrespective of their socioeconomic status. 
